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ABSTRACT 
Obesity is a very complex problem involving dietary, psychological, 
social, and behavioral factors. Although behavioral treatment for 
obesity has been found to be effective for weight loss during treatment, 
results of studies to date on the prediction of long-term weight 
loss maintenance have been mixed and inconsistent. This study was 
conducted as a follow-up to a behavioral study by Zegman (1983) 
in an attempt to identify potential predictors of short- and long-
term weight loss. Dietary, cognitive, and behavioral variables 
were examined by multiple regression analyses as possible predictors. 
Although the results support previous findings indicating the effectiveness 
of behavioral treatment for short-term weight loss, no predictors 
of short- or long-term weight loss were identified. Methodological 
questions were raised concerning sample size and the psychometric 
properties of the instruments used for measurement. 
INTRODUCTION 
During the past several years, much research effort has been 
directed toward examining the multi-dimensional problem of obesity. 
Numerous approaches to the treatment of obesity have emerged -from 
this research. Nutritional re-education (Levitz & Stunkard, 1974), 
relaxation training (Hanson, Borden, Hall & Hall, 1976), attention-
placebo treatment utilizing social pressure and group cohesiveness 
(Kingsley & Wilson, 1977) and efforts to make physiological changes 
in basal metabolic rate through dietary restriction (Wooley, Wooley 
& Dyrenforth, 1979) are just some of the many treatments that have 
been proposed in the control of obesity. 
Reviews of behavioral treatment for obesity support the superiority 
of this approach as c9mpared with other treatments (Stunkard, 1975). 
The average weight loss during behavioral treatment is 11.5 pounds 
(Jeffery et al., 1978). Behavioral treatment programs typically 
attempt to modify eating habits of obese individuals as a means 
of promoting weight loss (Rosenthal & Marx, 1978). Since it is 
assumed by the behaviorist that obese individuals exhibit different 
and less appropriate eating behavior patterns than the non-obese, 
emphasis is placed on utilizing behavioral techniques as a means 
of altering the eating patterns of the obese to resemble those of 
the non-obese (Stuart & Davis, 1972). 
The original behavioral model for the treatment of obesity came 
as the result of Stanley Schachter's work which examined the eating 
styles of normal versus obese individuals. Schachter believed that 
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although peripheral physiological changes such as gastric motility, 
body temperature, and blood constituents were the same for the obese 
and the non-obese in response to hunger, there were major differences 
between the obese and the non-obese in the extent that these physiological 
changes were associated with the individual's desire to eat. Specifically, 
Schachter suggested that obese and non- obese individuals do not 
refer to the same bodily state when they make a determination about 
their present state of hunger. Schachter theorized that obese individuals 
were more sensitive to external cues, or the circumstances surrounding 
eating while non-obese people were more sensitive to internal physiological 
cues. In one study, Schachter (1968) looked at the variables of 
time, fear, and taste as they related to food consumption in the 
obese and non-obese. In each case, it was found that external or 
nonvisceral cues had· a greater affect on eating behavior in obese 
subjects than non-obese subjects. In effect, obese individuals 
appear to exhibit inappropriate eating behavior controlled in large 
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part by stimuli external to the individual. Thus, Schachter proposed 
that in order to bring about weight loss, changes must be made in 
these inappropriate behaviors through modification of the external 
stimuli controlling these behaviors. This concept has been incorporated 
into behavioral weight control programs and is referred to as stimulus 
control procedures. Additionally, studies have shown that obese 
individuals differ from non-obese individuals in their eating style 
as well. Obese individuals characteristically take fewer bits, 
larger bites, eat more rapidly, and have shorter meal durations 
than non-obese individuals (Ferster, Nurnberger, & Levitt, 1962; 
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Stuart & Davis, 1972). In an attempt to assess appropriateness 
of eating behavior and extent of external control of eating, O'Neil, 
Currey, Hirsch, Malcolm, Sexauer, Riddle, and Taylor (1979) developed 
the Eating Behavior Inventory. As a clinical assessment tool, this 
questionnaire has proved to be a valid, internally consistent measure 
of appropriateness of eating behaviors. 
Behavioral treatment, however, is not without problems. The 
average length of most controlled behavioral programs is 8-10 weeks 
with a treatment goal of 1-2 pounds lost per week (Jeffery, et al., 
1978). Weight loss in a behavioral treatment program is thus very 
gradual and sizeable long-term reductions could only be expected 
after a very prolonged treatment or follow-up period (Wiison & Brownell, 
1980). Moreover, studies show that only 25% of the individuals 
with successful short-term weight loss during behavioral treatment 
continue to lose weight during maintenance (e.g., Beneke, Paulsen 
& McReynolds, 1978; Rodin, 1978; Stunkard & Penick, 1979). Studies 
of the effectiveness of behavioral weight control programs, particularly 
during maintenance, have often been variable and inconsistent (Kingsley 
& Wilson, 1977). Some studies evidence encouraging results in the 
maintenance of weight loss for as long as one year after treatment 
(Levitz & Stunkard, 1974), and others have even indicated a further 
weight loss as time goes on during the maintenance period (Pearce, 
LeBow & Orchard, 1979). · Yet, most often, studies show no evidence 
at all of lasting treatment effectiveness during maintenance periods 
following behavioral treatment for obesity (Hanson, et al., 1976; 
Stunkard & Penick, 1979). It is apparent that well controlled long-
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term follow-up studies are badly lacking in the area of behavioral 
weight control literature (Stunkard & Mahoney, 1976; Wilson, 1980). 
Although it is important that individuals be successful at short-
term weight loss during treatment, it is felt that what goes on 
during the maintenance period following treatment is even more important 
since this is what determines long-term outcome. 
Since Schachter's original externality hypothesis, the behavioral 
model for the treatment of obesity has been expanded to include 
exercise and cognitions to be additional targeted areas for modification. v 
Studies have shown obese and non-obese individuals also differ on 
activity level with obese individuals being less active (Brownell, 
Stunkard & Albaum, 1980). In their study on the effectiveness of 
aerobic exercise on weight loss, Epstein and Wing (1980) found that 
obese individuals who exercised regularly lost significantly more 
weight than non-exercising obese individuals. Moreover, superior 
weight loss was obtained by those individuals exercising 4-5 times 
per week as opposed to those exercising less frequently. 
In addition to the importance of exercise in weight loss programs, 
cognitions have also been studied as an important factor in successful ~ ,__ ___ .. 
treatment of obesity. Bandura (1977, 1982) theorized that a client's , 
success in treatment was determined by his own perceived ability 
to cope successfully with high-risk situations. Bandura labeled 
this ability self-efficacy. In a study looking at the effects of 
,,.--- -
self-efficacy on posttreatment relapse in a smoking cessation program, 
Condiotte and Lichtenstein (1981) found that self-efficacy increased 
over treatment and the situations in which subjects reported the 
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lowest self-efficacy at posttreatment were the situations in which 
highest relapse was noted. In an attempt to measure self-efficacy 
as it relates to weight control, Glynn and Ruderman (1983) devised 
an Eating Self-Efficacy Scale (ESES) modeled after Condiotte and 
Lichtenstein's smoking self-efficacy scale. As a clinical assessment 
tool, this scale has been shown to be reliable and valid. 
Predating the idea of self-efficacy was Herman and Mack's (1980) 
concept of restraint, the tendency to resist peripheral physiological 
demands for food consumption. Although some restr~int may be necessary 
for success in dieting, Herman and Mack believe that some dieters 
restrain themselves against valid hunger cues. By excessive restraint, 
these individuals may be setting themselves up for a situation in 
which physiological needs for nourishment become so overwhelming 
that the individual must give in to internal demands for food. 
At this point, the dieter is likely to overeat, thus sabotaging 
dieting efforts. In this sense, excessive restraint actually leads 
the obese individual to overeating and thus, possible weight gain. 
In their attempt to measure individual restraint in dieters, Herman 
and Mack developed the Restraint Scale questionnaire. To date, 
very little research is available on the Restraint Scale as a clinical 
assessment tool. Some evidence has been shown for predictive and 
construct validity in experimental settings; however, Ruderman (1983) 
suggests that the psychometric properties of the scale may differ 
between obese and non-obese populations. More research on the 
psychometric properties of the Restraint Scale is needed. 
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Literature examining obesity and weight loss shows that numerous 
predictors of successful weight loss have been proposed. Mitchell 
& Straw (1981) evaluated several predictors of successful weight 
loss including perceived spouse support, marital status, life stress 
and locus of control of reinforcement. It was found that three 
of the four variables appeared, in some way, to be predictors of 
successful weight loss following behavioral treatment. Regarding 
locus of control of reinforcement, individuals with external locus 
of control were more successful during treatment, while those with 
internal locus of control were more successful during the maintenance 
period following treatment. Marital status interacted with locus 
of control to predict success during treatment such that married 
externals and single internals were most successful; however, no 
effect was seen during maintenance. Further, life stress at pretest 
and locus of control predicted relative weight change at one year 
after treatment. Perceived spouse support was not found to be predictive 
of successful weight loss. Carroll, Yates, and Gray (1980) studied 
the predictive power of a self-evaluation measure as well as 10 
other client characteristics. Self-evaluation, as measured by accuracy 
of time interval estimates, was found to be a predictor of success 
in a behavioral treatment group but not in a non-behavioral treatment 
group. None of the other 10 variables, including pretreatment weight, 
were found to be predictive of successful weight loss. Contrary 
to this finding, it has been found by others that absolute body 
weight at pretreatment does, in fact, function as a predictor of 
successful weight loss. Murray (1975) found that those individuals 
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higher on percentage overweight at pretreatment lost more weight 
during treatment. Although the results to date of predictive studies 
have been mixed and inconsistent (Kingsl~y & Wilson, 1977), prediction 
remains an important area for investigation; it is here that factors 
are suggested which might contribute to treatment efficacy and 
maintenance. 
Because obesity is a very complex problem involving dietary, 
psychological, social, and behavioral factors (Brownell, 1982), 
further research is needed to explore how these factors relate to 
short- and long-term weight loss. This study proposes first, to 
determine how eating habits, restraint, and self-efficacy changed 
during and after treatment; second, to determine subjects' behaviors 
in reference to self-monitoring of calorie intake, aerobic exercising, 
and additional weight program participation following treatment; 
and third, to determine possible predictors of short- and long-
term weight loss from among these measures. Since Zegman's (1983) 
study on which this follow up study is based did not focus on actual 
weight loss during treatment, this issue will be examined here as 
well. It is hypothesized that subjects will lose a significant 
amount of weight during treatment and that appropriateness of eating 
habits, self-restraint, and self-efficacy will all be increased 
and maintained as a result of treatment. In the short-term it is 
hypothesized that a positive relationship will be found between 
weight . loss at posttreatment and both initial weight and appropriateness 
of eating behavior. It is further hypothesized that a negative 
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relationship will be found between restraint and weight loss at 
posttreatment. At the six-month follow-up it is hypothesized that 
a positive relationship ·will be found between weight loss at follow-
up and both self-efficacy and appropriateness of eating behavior. 
It is further hypothesized that a negative relationship will be 
found between restraint and weight loss at follow-up. 
METHOD 
The present study is a follow-up to. a study conducted by Zegman 
(1983) in which a group that received extensive training in self-
moni toring and calorie estimation was compared on weight loss to 
a group that received only nutrition information. Subjects in Zegman's 
study were initially divided into two groups. One group received 
only nutritional information on foods and the other received extensive 
training manipulation including training in calorie conversions, 
quantity estimations, food descriptions, and calorie-recording techniques. 
Foll~wing this initial four-week component, both groups were merged 
into one group for an eight-week cognitive-behavioral weight control 
program. Zegman's findings demonstrated the efficacy of intensive 
training through superior accuracy of the training group over the 
control group in food diaries kept during treatment. However, there 
were no significant differences in weight loss between the groups 
at posttreatment. 
Subjects 
Twenty-four female subjects participated in Zegman's study. 
They averaged 30 years of age (range: 17-59), their mean weight 
was 184.03 pounds (range: 138-297) and they averaged 45.61 percent 
overweight. Subjects were all students enrolled in Zegman's behavioral 
weight control class in the Spring of 1983. 
Procedure 
Zegman administered the Restraint Scale (see Appendix A) and 
the Eating Behavior Inventory (see Appendix B) at both pretreatment 
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and posttreatment. The Restraint Scale was scored on a scale of 
1-5 with a maximum overall score of 45 points. Higher overall scores 
suggested more restraint in eating style. The Eating Behavior Inventory 
was also scored on a scale of 1-5 with the maximum score obtainable 
being 155 points. Higher scores on this measure indicated more 
appropriate eating behavior. In addition, a Self-Efficacy questionnaire 
(see Appendix C) was administered by Zegman to all subjects at post-
treatment. On this measure subjects were asked to estimate probabilities 
on a 100-point scale of resisting the urge to eat in 79 different 
situations. Overall scores were obtained by determining the average 
percentage with higher scores indicating greater self-efficacy. 
Zegman obtained information on daily caloric intake and daily caloric 
expenditure during treatment. She also obtained the weight of all 
subjects at the beginning and end of treatment. 
Six months following the behavioral treatment, all subjects 
were contacted by mail (see Appendix D) to introduce the experimenter 
and notify them that they w~uld be telephoned regarding the follow-
up session. Subjects were then contacted by telephone and appointments 
were set up for them to come in according to their convenience. 
At this follow-up session, 18 subjects were re-weighed, and the 
same Restraint, Self-Efficacy and Eating Behavior Inventory questionnaires 
were re-administered. Follow-up scores were obtained for each of 
these measures. Additional information was gathered about eating 
and exercise habits during the time between the termination of the 
behavioral treatment and the current follow-up (see Appendix E). 
Subjects were asked to ~ategorize their frequency of self-monitoring 
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of calorie intake during follow-up as "never," "sometimes," or "always." 
These categories were then converted to numerical values of 1,2, 
and 3, respectively, for purpose of analysis. Additionally, subjects 
were asked to list any exercises in which they were currently engaging 
and the amount of time daily spent exercising. For the purpose 
of analysis, subjects were considered actively exercising during 
follow-up if they reported exercising at an aerobic level at least 
three times per week with the activity being of apparent long-standing 
duration. Subjects who reported exercise programs of less than 
one month in duration were not considered as actively exercising 
during maintenance. Numerical values of 1 and 0 were used to indicate 
exercising or not exercising, respectively. 
In addition to these data, information was obtained on what 
weight loss programs, if any, were attempted during the period between 
termination of the behavioral treatment and follow-up. This information 
was obtained to insure that the weight recorded at follow-up was 
not the result of another weight loss program. 
In exchange for participation in the follow-up session, participants 
were offered a free, 30-day full membership period at a local health 
spa (see Appendix F). Limitations and details of the membership 
entitlement were thoroughly outlined in the informed consent form 
given prior to follow-up (see Appendix G). Information was not 
gathe~ed on subjects' spa participation. 
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Weight was obtained by telephone self-report on four subjects 
who were unable to participate in the follow-up. No further information 
was available for these four subjects. One subject had moved from 
the state and no information was available at follow-up. 
RESULTS 
Change Scores 
Change scores for weight, the Eating Behavior Inventory, Restraint 
Scale, and the Self-Efficacy Scale are found in Table 1. The subjects 
lost a significant amount of weight during treatment, ! (23) = 4.48; 
E = .0002. Although there was not continued significant loss from 
posttreatment to the follow-up period, ! (22) = -.81; E = .43, there 
was however, a significant loss in weight between the pretreatment 
period and the follow-up. This is to say that the significant weight 
loss was maintained for the group as a whole during the follow-up 
period,! (22) = 2.46; E<.025. Subjects reported significantly 
improved eating habits at posttreatment, ! (22) = 9.67; E = .0001, 
but they also reported a significant decline in appropriate eating 
habits during the maintenance phase, t (17) = -5.87; E = .0001. 
However, in looking at the differences in eating behavior from pre-
treatment to the follow-up, subjects still had significantly more 
appropriate eating habits despite the decline noted, ! (18) = -4.22; 
E<.OOl. The sub]ects did not report being significantly more or 
less restrained during treatment, ! (21) = .OS; E = .96, and this 
result was not changed significantly during maintenance, t (17) = 
1.07; E = .30. Finally, the subjects reported being moderately 
self-efficacious at posttreatment, and this finding was not significantly 
altered during maintenance, t (17) = .52; E = .61. 
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Predictors of Short-Term Weight Loss 
A multiple regression analysis with a dependent variable of 
weight change during treatment examined the group factor (having 
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been in Zegman's calorie training group or the control group), initial 
weight, and change scores during treatment on the Restraint Scale 
and the Eating Behavior Inventory as potential predictor variables. 
No variables alone or in combination predicted short-term weight 
loss, R = .62; F (4,15) = 2.37; E = .10. 
Predictors of Long-Term Weight Loss 
Three multiple regression analyses were performed to determine 
long-term predictors of weight loss. The first, with the dependent 
variable being weight change during maintenance, examined group 
factor, initial weight, and change scores during treatment on the 
Restraint Scale and the Eating Behavior Inventory as predictor variables. 
No variables alone or in combination predicted long-term weight 
loss, R = .45; F (4,15) = .93; p = .47. The second analysis with 
the same dependent variable examined the following predictor variables: 
group factor, change in weight during treatment, and change scores 
on the Restraint Scale, Eating Behavior Inventory, and Self-Efficacy 
Scale during maintenance as predictor variables. No variables predicted 
weight loss singularly or in combination, ~ = .56; F (5,11) = .99; 
E = .47. The third analysis, again with the same dependent variable, 
examined the subjects' reports of frequency of engaging in aerobics 
and self-monitoring during maintenance as well as their reports 
of joining another weight control program after treatment as predictor 
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variables. Again, no variables predicted long-term weight loss, 
R = .48; £ (3,13) = 1.27; E = .33. The actual means on these variables 
are found in Table 2. 
According to the previous analyses, maintenance activity did 
not predict weight loss. Subjects were then divided into categories 
designating whether they had joined another weight control program 
after treatment, self-monitored during maintenance, or engaged in 
aerobics during maintenance. Means for these groups per factor 
are found in Table 3. Only those who did not join another weight 
control program gained a significant amount of weight, ! (14) = 
-2.76; E = .02. Subjects who reported that they self-monitored 
calorie intake ".sometimes" gained a significant amount of weight 
during maintenance, ! (10) = -2.95; E = .01. Those reporting "never" 
or "always" self-monitoring lost weight; however the weight loss 
was not significant, ! (6) = 1.65; E = .14; ! (3) = -1.08; E = .20. 
Those subjects who engaged in aerobics lost more weight than those 
who did not, although the difference scores were not significant, 
t (8) = .77; E = .47. 
DISCUSSION 
As hypothesized, subjects were faun~ to have lost a significant 
amount of weight during treatment, demonstrating the effectiveness 
of behavioral weight control as a treatment modality. Average weight 
lost at posttreatment was 7.7 pounds and is consistent with the 
literature on behavioral weight control which indicates an average 
weight loss of approximately 1 pound per week during treatment 
(Jeffery et al., 1978). While continued significant weight loss 
was not found during maintenance, most of the weight loss was maintained. 
It is worthy to note, however, that this significant maintenance 
appears to be due to maintenance on the part of less than half of 
the subjects in the sample. The lack of continued significant weight 
loss is consistent with other research findings of declining success 
in weight loss following behavioral treatment (e.g. Beneke, Paulsen 
& McReynolds, 1979; Hall, Bass & Monroe, 1978; Kingsley & Wilson, 
1977; Rodin, 1978; Stunkard & Penick, 1979). 
Data on subjects' behaviors during maintenance indicate that 
those who did not participate in a weight control program during 
maintenance evidenced a significant weight gain at follow-up. This 
finding again supports the above-mentioned studies showing declining 
success following behavioral treatment and further suggests that 




Appropriateness of eating habits significantly increased during 
treatment; however, these same behaviors significantly declined 
during the maintenance phase. Despite th~s decline, subjects still 
exhibited more appropriate eating behavior relative to pretreatment. 
Contrary to prediction, no significant change was seen in self-restraint 
or self-efficacy during treatment or during maintenance. The lack 
of increase in self-efficacy, as measured by subjects' perceived 
ability to resist eating in differing situations, may be suggestive 
of subjects' continued sensitivity to external rather than internal 
cues for eating (Schachter, 1968). The decline noted in appropriateness 
of eating behavior during maintenance would lend further support 
to this hypothesis. However, it is felt by the author that before 
any conclusions are drawn from these data, more research should 
be conducted on the psychometric properties of the instuments being 
used in this study. 
Subjects who reported regular aerobic exercise (sessions at 
least three times weekly) lost more weight than those who did not; 
however, this loss was not significant as previous studies would 
suggest (Epstein & Wing, 1980). This finding raises a methodological 
question regarding the measure used to obtain this information. 
Data regarding frequency and duration of aerobic exercise were gathered 
solely by self-report at follow-up. Accordingly, the accuracy of 
this information may be questioned. Subjects may have actually 
been exercising on a regular basis, however, the exercise may not 
have been at aerobic levels. These data might have been more accurately 
gathered by means of a daily exercise log in which the type of 
exercise and associated heart rates were monitored to determine 
whether exercising was actually and consi~tently reaching aerobic 
levels. 
Further, it was found that subjects who reported that they 
"sometimes" monitored caloric intake during maintenance actually 
gained a significant amount of weight. This is contrasted with 
a nonsignificant mean· weight loss for subjects who reported that 
they "always" or "never" self-monitored during maintenance. It 
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is possible that this finding may be the result of subjects "sometimes" 
self-monitoring calorie intake follo~ing high calorie consumption. 
Subjects may self-monitor only when feeling guilty following excessive 
eating, an excess which would account for the gain in weight. 
Although the attempt was made to identify potential predictors 
of short- and long-term weight loss by means of multiple regression 
analyses, no variables were found to be predictive. Previous studies 
indicate body we ight as being predictive of successful weight loss 
(Murray, 1975), but the results of this study suggested the opposite, 
thus supporting the more recent research of Carroll, Yates, and 
Gray (1980). Failure to identify other predictor v ariables may, 
again, be reflective of previously mentioned problems in measurement 
specific to the present study. 
Several methodological issues must be considered in looking 
at the results ·of this study. First and foremost, although attrition 
was low in this particular study, sample size was very small overall. 
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This small sample size may have greatly hindered the identification 
of predictors using multiple regression analyses. Larger sample 
size is suggested for further study. Fur~her, all subjects were 
students enrolled in a weight control class. Questions must be 
asked about the specifics of this population in reference to weight 
control. School~related stress, socioeconomic status, student schedules, 
and other factors may be relevant to individual success. For further 
study, a more widespread representative sample would be reconrrnended. 
As mentioned previously, further research should be conducted 
on the psychometric properties of the Eating Behavior Inventory, 
the Restraint Scale and the Self-Efficacy Questionnaire. Although 
some research has been done suggesting the reliability and validity 
of the Eating Behavior Inventory and the Self-Efficacy Questionnaire 
(Glynn & Ruderman, 1983; O'Neil, et al., 1979), this research has 
been minimal and should be extended to differing populations. To 
date, very little research is available on the reliability and validity 
of the Restraint Scale. It has been suggested by Ruderman (1983) 
that the psychometric properties of this scale may differ between 
obese and non-obese populations. It follows thus that they may 
also differ with other populations such as those differing in age, 
nationality, and socioeconomic status. 
In conclusion, it is unfortunate that this study does not contribute 
any more than previous research on predicting successful short-
and long-term weight loss. Research findings in this area remain 
mixed and inconsistent (Kingsley & Wilson, 1977). Significant weight 
loss found during treatment is once again supportive of behavioral 
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treatment as an effective means of short-term weight loss. Moreover, 
long-term outcome in regard to weight loss maintenance was found 
to be positive. However, no predictors were identified and further 
research seems warranted in the area of prediction. 
APPENDIX A 
RESTRAINT SCALE 
1. How often are you dieting? Never; rarely; sometimes; often; 
always 
2. What is the maximum amount of weight (in pounds) that you have 
ever lost within one month? 0-4; 5-9; 10-14; 15- 19; 20+ 
3. What is your maximum weight gain within a week? 0-1; 1.1-2; 
2.1-3; 3.1-5; 5.1+ 
4. In a typical week, how much does your weight fluctuate? 0-1; 
1.1-2; 2.1-3; 3.1-5; 5.1+ 
5. Would a weight fluctuation of 5 lb. affect the way you live 
your life? Not at all; slightly; moderately; very much 
6. Do you eat sensibly in front of others and splurge alone? Never; 
rarely; often; always 
7. Do you give too much time and thought to food? Never; rarely; 
often; always 
8. Do you have feelings of guilt after overeating? Never; rarely; 
often; always 
9. How conscious are you of what you are eating? Not at all; 
slightly; moderately; extremely 
10. How many pounds over your desired weight were you at your maximum 
weight? 0-1; 1-5; 6-10; 11-20; 20+ 
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APPENDIX B 
EATING BEHAVIOR INVENTORY 
Following are several statements which ref er to your eating 
patterns. Read each carefully and decide how often that statement 
is true for you. Please answer each statement using the following 
answer key: 
1. Never or hardly ever 4. Much of the time 
2. Some of the time 
3. About ~ of the time 
5. Always or almost 
always 
1. I carefully watch the quantity of food which I eat. 
2. I eat foods that I believe will aid me in losing weight. 
3. I keep one or two raw vegetables available for snacks. 
4. I record the type and quantity of food which I eat. 
5. I weigh myself daily. 
6. I refuse food offered to me by others. 
7. I eat quickly compared to most othe.r people. 
8. I consciously try to slow down my eating rate. 
9. I eat at only one place in my home. 
10. I use the same placemat and other utensils for each meal. 
11. I eat and just can't seem to stop. 
12. I eat in the middle of the night. 
13. I snack after supper. 
14. My emotions cause me to eat~ 
15. I buy ready- to-eat snack foods for myself. 
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16. I shop when I'm hungry. 
17. I shop from a list. 
18. I leave food on my plate. 
19. I serve food family-style. 
20. I watch TV, read, or do other things while I eat. 
21. If I'm served too much, I leave food on my plate. 
22. Generally, while I'm at home, I leave the table as 9oon 
as I finish eating. 
23. I keep a graph of my weight. 
24. I eat when I'm not really hungry. 
25. I store food in containers where it is not readily visible 
or in a closed cabinet. 
26. I decide ahead of time what I will ~at for meals and snacks. 
27. I take the stairs instead of the elevator. 
28. I walk for pleasure. 
29. I make an effort to walk or ride a bike rather than taking 
a car or bus. 
30. I park farther from my destination or get off a stop earlier. 
31. I engage in effortful physical activity (e.g. job, swim, 
ride a bike). 
APPENDIX C 
EATING SELF-EFFICACY QUESTIONNAIRE 
In this research, we are attempting to identify the circumstances 
under which dieters are most likely to have difficulty maintaining 
their self-control. Attached is a list of possible eating situations. 
Please designate the probability, on a 100-point scale, that you 
would be able to resist the urge to eat in each of these situations. 
Answer as if you were trying to diet without professional assistance. 
For example, if you have difficulty staying on a diet at parties 
and thought there was only a 15% chance you could resist the urge 
to eat, you might answer an item concerning parties as follows: 
15% Eating at parties 
Please check your answers when finished to make sure you have 
answered all items and used the scale correctly. Remember a response 
of "0%" means you would not be able to resist at all and "100%" 




1. Eating between meals ----
2. Eating when irritable ----
3. Eating while watching television ----
4. Eating while alone ----
5. Eating when working hard ----
6. Eating when drinking tea or coffee ----
7. Eating when anxious or worried ----
8. Eating when resting after exercise ----
9. Eating when by self and feeling alone ----
10. Eating when doing something interesting ----
11. Eating when drinking alcohol ----
12. Eating when angry ----
13. Eating when reading ----
14. Eating when feeling alone in a crowd ----
15. Eating while trying to concentrate ----
16. Eating with guests ----
----17. Eating when nervous 
----18. Eating when relaxing 
----19. Eating at a party 
----20. Eating in a break between jobs 
----21. Eating when happy 
----22. Eating when talking 
----23. Eating when bored 
----24. Eating during the week (compared to the weekend) 
----25. Eating when staying in for the evening 
----26. Eating when not really hungry 
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27. Eating when tense ----
28. Eating when you feel you need more energy ----
29. Eating when annoyed ----
30. Eating when tired ----
31. Eating when you simply become aware of the fact that ----
you haven't eaten for a while. 
32. Eating when you see others eating ----
33. Eating when you feel uncomfortable ----
34. Eating when you want to sit back and enjoy some food ----
35. Eating when you want to have time to think in a conversation ----
36. Eating when you feel restless ----
37. Eating when you want ~o do something with your hands ----
38. Eating when you are waiting for someone or something ----
39. Eating when you feel overly sensitive ----
40. · Eating when you feel frustrated ----
41. Eating when you want to cheer up ----
----42. Eating even though you have just eaten enough not to 
be hungry 
----43. Eating when someone offers you food 
44. Eating when you feel embarassed 
----45. Eating when you want to fill a pause in a conversation 
----46. Eating when you feel impatient 
----47. Eating when you want to reward yourself for something 
you've done or tell yourself that you can have some 
food if you complete some task 
27 
48. Eating with friends ----
49. Eating when you feel upset ----
____ so. Eating when you are trying to pass the time 
51. Eating when you find food in your mouth and don't remember ----
deciding to eat it 
52. Eating when you realize you won't be able to eat for ----
a while 
53. Eating when hungry ----
54. Eating when depressed ----
55. Eating when you are angry at yourself ----
----56. Eating when you want to keep yourself busy 
----57. Eating when you want to do something with your mouth 
58. Eating when you feel overly excited ----
59. Eating as part of a social occasion dealing with food-----
like at a restaurant or dinner party 
----60. Eating at regular mealtimes 
61. Eating with family members ----
62. Eating during unstructured time, such as days off from ----
work 
----63. Eating at night 
----64. Eating when others urge you to 
----65. Eating when studying 
----66. Eating when tempting food is in front of you 
----67. Eating when you feel empty (like something is missing) 
____ 68. Eating when you drive a car 
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69. Eating when watching movies ----
70. Eating when there is a lot of food available to you ----
(refrigerator is full) 
71. Eating after work or school ----
72. Eating after a stressful event is over ----
73. Eating around holiday times ----
74. Eating when preparing food ----
75. Eating when trying to resist urge to smoke or drink ----
76. Eating after exercise ----
77. Eating when I feel weak from dieting ----
78. Eating after an argument ----
79. Eating when on vacation ----
Dear 
APPENDIX D 
SUBJECT CONTACT LETTER 
It has been nearly 6 months since you participated in my behavioral 
weight control program which involved a combination of treatment 
and research on behavioral weight control. For research purposes, 
my associates and I would like some feedback from you on how effective 
the program has been over a prolonged period of time. In addition, 
we would like to learn what tactics you have engaged in, if any, 
to maintain weight loss and/or general self-esteem. Prior to the 
end of the program, you agreed to allow us to follow you up. 
I have a research associate who has assumed the responsibility 
for the follow-up. Her name is Lorisa Pearce. She is extremely 
interested in learning about the various aspects that lead to or 
prevent weight loss. Her study is very important because the results 
can be used to improve weight control programs or do away with 
ineffective ones. The study happens to be Lorisa's Master's Thesis, 
and she is pursuing it with enthusiasm! 
I would very much appreciate if you would agree to return for 
the follow-up which will involve a weigh-in and completing a few 
qu~stionnaires. I anticipate this session will take less than an 
hour .of your time. Lorisa will conduct the follow-up. I will not 
be available at that time. 
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If you have any particular concerns about the follow-up or 
want additional information or advice on weight control or any other 
concerns, please don't hesitate to contact me at the number above. 
Lorisa will be getting in touch with you to set up an appointment 
for the follow-up. 
Good luck in all of your endeavors. 
Sincerely, 
Marilyn Zegman, Ph.D. 
APPENDIX E 
CURRENT FOLLOW-UP INFORMATION QUESTIONNAIRE 
1. Are you currently a full time student ----
full time homemaker ----
part time student/homemaker ----
full time employee ----
part time employee/student ----
part time employee/homemaker ----
2. Have you continued exercising during the past 6 months? 
3. What type of exercise do you engage in weekly and how much time 
do you spend per day on each of your exercises? (Answer below) 
Exercise Times per week Time spent daily 
4. Have you participated in any other weight loss program(s) during 
the past 6 months? 
If so, what kind? 
How much weight have you lost on that program? 
5. Have you continued to monitor your calorie intake over the past 
6 months? (Circle one) a. Calorie content alone 
b. Nutritional content (i.e. amount 
of carbohydrates, proteins, and fats) . 
c. Combination of calories and nutrition 
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Comments or suggestions: 
Strategies that you have found useful in weight loss that you would . 
feel might be useful for others: 
APPENDIX F 
LIMITATIONS AND DETAILS OF SPA MEMBERSHIP OFFERING 
I hereby acknowledge 
that I am offering 30 consecutive days at Nautilus Plus Health Spa 
at no cost to participants in Lorisa Pearce's research project 
supervised by Dr. Marilyn Zegman at the University of Central Florida. 
I understand that the participants are under absolutely no 
obligation to continue their membership beyond the 30-day free period. 
I also acknowledge that Lorisa Pearce is bound to confidentiality 
and cannot provide me with a list of the participants' names without 
their written consent. 
I also acknowledge that neither myself nor my associates will 
bring any pressure to bear on the participants' decisions to extend 
their membership beyond the 30-day free period. I further acknowledge, 
however, that I will offer these participants a 2 for 1 membership 
no earlier than the last week of their 30-day free period or to 
those inquiring earlier about continued membership. 
I understand that individuals in the project will decide to 









INFORMED CONSENT FORM 
Please read carefully and sign as indicated. Completed forms may 
either be returned by mail or in person at the time of the follow-
up. 
This form is to acknowledge that I will be participating in 
a follow-up research project being conducted by Lorisa Pearce and 
supervised by Dr. Marilyn Zegman at the University of Central Florida. 
I understand that such participation will involve a weigh-in 
and my completing questionnaires about my current eating and exercising 
habits, my thoughts and feelings about weight control, and any weight 
control programs I may have participated in during the past 6 months. 
I also understand that I will be given an opportunity to make comments 
and/or suggestions concerning the weight control program. I understand 
that this will involve about 1 hour of my time. 
I understand that in exchange for participating in this research 
project, I will be entitled to a free, 30-day full membership period 
at Nautilus Plus Health Spa. I understand that tpis offer carries 
absolutely no obligation for participation or for further membership 
following the 30-day free period. Furthermore, I understand that 
there will be no pressure placed on me by either the management 
or employees of the spa to purchase membership past the free 30-day 
34 
period. However, should I _ decide I desire further membership, I 
will be entitled to a 2 for 1 special membership price. 
I understand that if I decide to take advantage of this spa 
offer, the risks involved are very remote. Clearly, the benefits 
35 
of physical fitness outweigh the risks of going to the spa. I understand, 
however, that I will go to the spa at my own risk and release Nautilus 
Plus Health Spa, Lorisa Pearce, Dr. Zegman and any other concerned 
parties of any responsibility in the unlikely event that I should 
be injured or become ill as a result of going to the spa. 
I understand that should I decide to accept this spa offer 
I will be issued a membership card that will identify me as a participant 
in this research project and that only my name will appear on the 
membership card. I understand that no other information pertaining 
to my identity will be divulged to anyone except Lorisa Pearce, 
Dr. Zegman and her research assistants without my written consent. 
I understand that this condition of confidentiality holds even if 
I decide not to accept this spa offer. 
I understand that all information gathered during this follow-
up project that reveals my identity will be kept in strictest confidence 
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